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FOCUS ON TRICARE BENEFITS AND POLICY 

TRICARE Benefit Reform Update 
Marty Cohen, PhD and Robert Opsut, PhD 

TRICARE benefit reform may be a major focus as Congress begins work on the National Defense Authorization Act for 
FY 2017. One set of proposals for reform comes out of the work of the Congressionally-established Military Compensation 
and Retirement Modernization Commission (MCRMC). DoD, in turn, announced its own TRICARE reform proposals in 
February 2016 as part of its FY2017 budget submission. 


The January 2015 MCRMC final report included four 
major recommendations for health benefit reform. Two 
of the proposals involved major reform of the MFIS: 

• Creation of a joint readiness command to improve 
coordination of doctrine and practice across the 
services 

• Outsourcing much of TRICARE for active duty 
family members and working-age retirees with a mix 
of commercial plans similar to the Federal Employee 
Flealth Benefit Program (FEFIBP), with primary over- 
sight of the plans by the federal Office of Personnel 
Management (OPM) 

DoD’s own TRICARE reform proposals focused on 
modifying the administrative structure of the benefit to 
more closely align with current civilian best practices 
and to encourage beneficiaries to make greater use of the 
MTFs for their care. 
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The Military Compensation and Retirement Modern- 
ization Commission (MCRMC) Proposals 

The MCRMC report pointed out that case fatality rates 
in OEF/OIF were less than half the fatality rates of the 
1991 Persian Gulf conflict, and it asked what could be 
done to maintain the knowledge of how to achieve these 
results. The MCRMC proposed a new joint command 
that would identify and define Essential Medical Capa- 
bilities (EMCs). The command would also develop 
readiness standards for each EMC and plans to ensure 
adequate patient volume and case mix to allow sufficient 
training to keep these capabilities at a high level. 

The MCRMC identified what they believe to be the 
essential challenge to maintaining high levels of readi- 
ness in medical staff: many MTFs lack a sufficient 
volume of patients to maintain clinical readiness for 
the required EMCs. Thus, the Commission explored 
creative solutions to increase workload at the MTFs, 
particularly in the areas most relevant to combat casualty 
care. One proposal was that the MFIS should innovate 
to encourage relevant non-DoD patients (e.g., amputees, 
traumatic brain injury patients, etc.) to receive care in 
MTF settings. A second proposal was that more mili- 
tary staff should also be assigned peacetime rotations in 
settings such as civilian emergency rooms in order to 
achieve case volumes required to keep skills at a high 
level. 

Regarding TRICARE, the MCRMC observed that bene- 
ficiaries vary in their health care needs and that it is 
desirable to offer beneficiaries greater choice of benefit 
options. The MCRMC noted that individuals should have 
the opportunity to choose plans that are best aligned to 
their specific needs. 




The MCRMC proposed to replace much of TRICARE 
with FEHBP-like commercial plans that would be 
procured and administered by OPM. Active duty families 
would receive an allowance to cover their approximate 
28 percent premium contribution plus the average level 
of commercial plan copays and deductibles; active 
duty families with very high out-of-pocket costs could 
also apply for a special out-of-pocket cap that would be 
lower than normal commercial caps. Mobilized reserv- 
ist families could put their monthly allowance towards 
continuation of their employer coverage during their 
mobilization period. Retirees not eligible for Medicare 
would eventually pay a 20 percent premium contribution 
(phased in), and retirees would also be responsible for 
the copays and deductibles of the commercial plan they 
choose. 

The MCRMC also proposed that MTFs would be consid- 
ered as network providers in the commercial plans and 
would sell care to the plans at negotiated commercial rates. 
When the MTF treats a patient from a given commercial 
plan, the MTF would also collect whatever network copay 
would normally apply in that specific plan. If MTFs are 
unable to sell enough care or operate at commercial rates 
for this portion of its workload (non-active duty service 
members (ADSMs), non-TRICARE for Fife (TFF)), the 
parent Service would need to need to subsidize the MTF 
as a readiness requirement or close the MTF (or product 
line). MTFs would also have the latitude to charge lower 
prices to attract any specific complex workload necessary 
to maintain readiness in an EMC. 

The TRICARE pharmacy benefit, as well as benefits for 
ADSMs and TFF beneficiaries, would continue much 
like today, except that purchased non-pharmacy care for 
ADSMs would likely be from a commercial network 
and presumably at commercial reimbursement rates for 
providers rather than current TRICARE rates. 

DoD’s FY17 Budget Proposal for TRICARE Reform 

OASD/HA, DHA, and the Services jointly developed a 
new set of DoD proposals for TRICARE benefit reform, 
which DoD announced in February 2016 as part of its 
FY17 President’s Budget submission (PB17). These 
reforms are focused on providing incentives to benefi- 
ciaries to obtain care from the MTF, in part to increase 
volume in the direct care system and thus to improve 
medical readiness. 


Under the DoD PB17 proposal, starting in 2018 
TRICARE Prime would become TRICARE Select, and 
TRICARE Extra and Standard would become TRICARE 
Choice. Retirees under age 65 who choose TRICARE 
Select would pay a new “participation fee” instead of the 
current Prime enrollment fees, with the new fees start- 
ing in 2018 at $700 per family ($350 for an individual). 
Retirees opting for TRICARE Choice (previously Extra/ 
Standard) would also begin paying a participation fee 
for the first time — starting in 2018 at $900 per family 
($450 per individual). For retirees using TRICARE as 
a second-payer to other health insurance, the participa- 
tion fees would be cut in half. Medical retiree households 
and families of service members who died on active duty 
would be exempt from the new participation fees, and 
all active duty families would continue to get TRICARE 
coverage without a participation fee. There would be an 
annual “open season” in which retiree households will 
decide which TRICARE plan to select, if any, and there 
would also be an option to change selections mid-year 
in the event of certain qualifying life events as in typical 
civilian plans. The participation fees would be indexed to 
medical inflation, rather than the retiree pay COLA (cost 
of living adjustment) that serves to index current Prime 
enrollment fees. 

Under this proposal there would continue to be no copays 
at the MTF and no copays for ADSMs. Also, active duty 
family members enrolled in TRICARE Select would 
continue to have no copays or deductibles for autho- 
rized network care (as in today’s Prime). Network and 
non-network cost-sharing for retirees in Select (formerly 
Prime) and for all beneficiaries in Choice (formerly 
Extra/Standard) would be updated. One key change in 
DoD’s proposal is that cost-sharing for network services 
in the Choice plan (formerly Extra) would change from 
a deductible and percentage coinsurance to fixed-dollar 
copays with no deductible (as is common for network 
services in most civilian health plans). The deductible 
for non-network services would be increased, and the 
overall out-of-pocket maximums would also increase. All 
copays, deductibles, and out-of-pocket maximums would 
also be indexed annually for medical inflation. 

DoD’s FY17 budget also proposes a participation fee 
for TFL beneficiaries, with the specific fee determined 
as a percentage of gross retired pay (subject to a dollar 
cap) and phased in over several years. Pharmacy copays 
for all non-ADSM prescriptions filled at retail pharma- 
cies or mail order would also be updated on a phased 
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basis. Several pharmacy copay updates have already 
been implemented in recent years, and an earlier pilot 
program, which required TFL beneficiaries to obtain most 
of their brand-name maintenance drugs from mail order 
or an MTF pharmacy rather than a retail pharmacy, was 
expanded at the start of FY16 to include all active duty 
family members and retirees. 

Next Steps 

DoD’s PB17 benefit reform proposal requires legisla- 
tive authorization before it can be implemented. The 
Flouse and Senate will deliberate on TRICARE reform 
as part of developing their respective bills for the FY17 
National Defense Authorization Act (NDAA). The Flouse 
and Senate bills then must be reconciled in a conference 
bill that will be sent to the President. Thus, it remains to 
be seen what benefit changes or other MFIS reforms may 
ultimately be enacted in the final FY17 NDAA. 

Marty Cohen is a Vice President and senior researcher 
at Kennell and Associates and serves as a consultant 
to BUMED and DHA. Dr. Robert Opsut is the Director 
of Program Review and Evaluation, Health Resources 
Management and Policy, Office of the Assistant Secretary 
of Defense (Health Affairs). 

SKILLS AND METHODS 

- HOW NEW MEDICAL SERVICES BECOME TRICARE 
BENEFITS 

This article provides an overview of how new medi- 
cal services are identified, reviewed, and become new 
TRICARE benefits. 

By law, TRICARE can only cover new benefits which 
are medically necessary drugs, devices, treatments, or 
procedures considered to be safe and effective and proven 
to be comparable or superior to conventional therapies. 1 
TRICARE is prohibited from covering new benefits 
which are unproven or experimental or new benefits 
which are specifically excluded by statutes, regulations, 
or policy. Although the process varies for different types 
of new TRIC ARE benefits, four broad steps are generally 
followed prior to new benefit coverage: 

• Identify the potential new benefit 

• Review research to make sure it is proven, safe, and 
effective 


• Determine if new legislation or a regulatory change is 
necessary 

• Complete final administrative actions 

Potential new benefits include innovative medical 
techniques, as well as current medical techniques and 
procedures which become relevant to alternative popula- 
tion bases and/or are applied with updated frequencies. 
New benefits do not include re-numbered updates to the 
American Medical Association (AMA) Current Proce- 
dure Code (CPT) codes for existing medical techniques 
and applications. 

Identifying Potential New Benefits 

Initiatives for potential new benefits can originate from 
a variety of interested stakeholders including Congress, 
beneficiaries, providers, DHA’s managed care support 
(MCS) contractors, associations, the Uniformed Services, 
other government agencies, and DHA itself. As the prac- 
tice of medicine is constantly evolving, DHA monitors 
and periodically reviews available evidence regarding 
the safety and efficacy of medical procedures and tech- 
nology. While DHA may review benefits provided by 
other government agencies (e.g. Medicare), TRICARE’s 
benefits are never based solely on the structure of these 
programs because these entities operate under their 
own statutes and regulations. Additionally, TRICARE 
routinely reviews coverage determinations through 
the appeals process. Finally, MCS contractors are also 
contractually obligated to routinely review and provide 
advice to DHA regarding new drugs, devices, medical 
treatments, and procedures considered to have moved 
from unproven to proven. 

Undertake Required Research 

Once a potential new benefit has been identified, DHA 
reviews research to decide if it is proven safe and effec- 
tive. In making a determination that a new benefit has 
moved from the status of unproven to the position of 
nationally accepted medical practice, the law requires 
TRICARE to use the following hierarchy of reliable 
evidence (in declining order of importance): 1 

• Well controlled studies of clinically meaningful 
endpoints, published in refereed journals 

• Published formal technology assessments 

• The published reports of national professional medical 
associations 


1 See 32 CFR 1 99.4(g)( 15). 
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• Published national medical policy organization posi- 
tions 

• The published reports of national expert opinion orga- 
nizations 

The purpose of this reliable evidence hierarchy is to 
prevent TRICARE beneficiaries from being exposed to 
less than fully developed and tested drugs, devices and/ 
or medical procedures, and to avoid the associated risk 
of unnecessary or unproven treatment. DHA does not 
consider reports, articles, or statements by providers 
containing only abstracts, anecdotal evidence, or personal 
professional opinions to be reliable evidence. In addition, 
DHA does not consider the fact that a particular provider 
adopts a new service as a common procedure in its prac- 
tice to be reliable evidence. 

DHA also may decide to conduct a demonstration 
program to study the new benefit and assist in decision 
making. Currently, TRICARE’s two largest demonstra- 
tion projects are the Non-FDA Approved Laboratory 
Developed Test Demonstration (LDTD) and the Compre- 
hensive Autism Care Demonstration (CACD). The 
LDTD is “intended to evaluate whether it is feasible for 
the DoD to review Laboratory Developed Tests which 
have not received U.S. Food and Drug Administration 
(FDA) approval or clearance to determine if they meet 
TRICARE requirements for safety and effectiveness 
according to the hierarchy of reliable evidence.” 2 The 
CACD’s overarching goal is to “analyze, evaluate, and 
compare the quality, efficiency, convenience, and cost 
effectiveness of those autism-related services that do 
not constitute proven medical care provided under the 
medical benefit coverage requirements that govern the 
TRICARE Basic Program.” 3 

Determine If New Legislation or a Regulatory Change 
is Necessary 

Next, DHA determines whether a new benefit that has 
been determined to be proven safe and effective is 
allowed under TRICARE laws and regulations. If the 
Law-Title 10, USC, Chapter 55-specifically excludes the 
new benefit, only Congress can change it. In these cases, 
a legislative proposal is needed, and laws may eventually 
be revised through the DoD Authorization or Appropria- 
tion process. If the new benefit does not conflict with Title 


2 TRICARE Operations Manual, Chapter 18, Section 17, Subsection 1.0, 
page 1. 

3 TRICARE Operations Manual, Chapter 18, Section 18, Subsection 1.0, 

page 1. 


10, DHA must determine whether it conflicts with the 
U.S. Code of Federal Regulations at 32 CFR, 199. If the 
potential new benefit conflicts with existing TRICARE 
regulations, rule making is required and this process can 
be lengthy, sometimes taking several years. Most new 
benefits do not conflict with either the law or regulations. 
In these cases, DHA may adopt the new benefit through 
policy changes. For example, evolving medical practices 
that meet the reliable evidence criteria often become new 
benefits in this way. 

Complete Final Administrative Actions 

Once the new benefit has been approved, the TRICARE 
Policy, Operations, Reimbursement, and Systems Manu- 
als are updated to include coverage of the new benefit. 
These documents can be found at http://manuals.tricare. 
osd.mil/ . Subsequently, the MCS contracts are modified 
so that beneficiaries can begin receiving the newly autho- 
rized benefit. The benefit is available when the contractor 
has fully implemented the benefit and/or program change. 
Finally, the MCS contractors inform and educate both 
providers and beneficiaries regarding the new benefit. 

DATA AND INFORMATION SYSTEMS 

- CODES THAT IDENTIFY NEW TECHNOLOGIES, 
DEMONSTRATION AND ENTITLEMENT PROGRAMS 

This article provides an overview of useful codes avail- 
able in MHS Mart (M2) and MHS Data Repository (MDR) 
data that relate to benefit changes. At the procedure level, 
advances in medical technology have prompted special 
ICD-10-PCS and CPT/HCPCS procedure codes that 
cover new technologies. At the beneficiary level, benefit 
changes can include an expansion of medical coverage 
through pilots or demonstrations for a specified popula- 
tion or the addition of entitlement or enrollment plans, 
which can be identified through special processing codes 
and Health Care Delivery Program (HCDP) Special Enti- 
tlement Codes, respectively. 

Procedure Codes for New Technology 

Under ICD-10-PCS, new technology procedure codes 
have been implemented under Section X beginning on 
October 1, 20 15. 4 This section provides a place for codes 

4 For more information about ICD-10-CM/PCS codes and transition, 
please see Volume 4, Issue 1 (Transition to ICD-10) of Healthcare Analytics 
in Navy Medicine. 
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Figure 1. Selected New Technology Section X Codes 


ICD-10 

Procedure 

Description, Long 

X2C0361 

EXTIRPATION OF MATTER FROM CORONARY ARTERY, ONE SITE USING ORBITAL ATHERECTOMY 
TECHNOLOGY, PERCUTANEOUS APPROACH, NEW TECHNOLOGY GROUP 1 

X2C1361 

EXTIRPATION OF MATTER FROM CORONARY ARTERY, TWO SITES USING ORBITAL ATHERECTOMY 
TECHNOLOGY, PERCUTANEOUS APPROACH, NEW TECHNOLOGY GROUP 1 

X2C2361 

EXTIRPATION OF MATTER FROM CORONARY ARTERY, THREE SITES USING ORBITAL ATHERECTOMY 
TECHNOLOGY, PERCUTANEOUS APPROACH, NEW TECHNOLOGY GROUP 1 

XW03341 

INTRODUCTION OF ISAVUCONAZOLE ANTI-INFECTIVE INTO PERIPHERAL VEIN, PERCUTANEOUS 
APPROACH, NEW TECHNOLOGY GROUP 1 

XW03351 

INTRODUCTION OF BLINATUMOMAB ANTINEOPLASTIC IMMUNOTHERAPY INTO PERIPHERAL VEIN, 
PERCUTANEOUS APPROACH, NEW TECHNOLOGY GROUP 1 

XW04321 

INTRODUCTION OF CEFTAZIDIME-AVIBACTAM ANTI-INFECTIVE INTO CENTRAL VEIN, 
PERCUTANEOUS APPROACH, NEW TECHNOLOGY GROUP 1 


that uniquely identify procedures requested by the New 
Technology Application Process or that capture other 
new technologies not currently classified in ICD-10-PCS 
(Figure 1). 

The codes in the New Technology section are easily 
identified as their description includes ‘NEWTECHNOL- 
OGY’ and they begin with an ‘X’. Section X codes are 
standalone codes: for example, XW04321 (Introduction 
of Ceftazidime-Avibactam Anti-infective into Central 
vain, Percutaneous Approach, New Technology Group 
1), would be reported to indicate Ceftazidime-Avibactam 
Anti-Infective was administered via central vain. The 
Section X code fully identifies the administration of the 
antibiotic and no additional code is needed. Like other 
ICD-10-PCS codes, the New Technology codes have a 
specific breakdown (Figure 2) based on the anatomical 
region, body part, approach and technology. Thus far in 
FY 2016, less than 50 admissions for MHS beneficiaries 
contained a Section X ICD-10-PCS code, and the large 
majority occurred in the network. 


For professional services, the American Medical Asso- 
ciation uses Category III CPT codes to handle new 
technologies. Like the ICD-10-PCS Section X codes, the 
CPT Category III codes are a set of codes that allow for 
data collection for emerging technology, services, and 
procedure, and are used to provide documentation for the 
Food and Drug Administration (FDA) approval process. 5 
The Category III codes have an alpha character in as the 
5th character in the string preceded by four digits (e.g., 
1234T). As these are emerging technologies, these codes 
may or may not obtain a Category I CPT code, which 
pertains to clinically recognized and generally accepted 
services. Figure 3 contains selected Category III codes 
for CY 2016. 


5 Additional information on the use of Category III CPT codes can be 
found at http://www.acr. 0 rg/~/media/ACR/D 0 cuments/PDF/Ec 0 n 0 mics/ 
Coding%20Source/2005%20Mar%20Apr/Category%20I%20II%20and%20 
III%20Code%20Designations.pdf. 


Figure 2. Breakdown of New Technology Section X Codes 


Section X 

Body System W 
Operation 0 

Body Part 

New Technology 
Anatomical Regi 
Introduction: Put 
substance excep 
Approach 

ons 

ling in or on a therapeutic, diagnostic, nutritional, p 
blood or blood products 

Device / Substance / Technology 

hysiological. or prophylactic 
Qualifier 

3 Peripheral Vein 

4 Central Vein 

3 Percutaneous 

2 Ceftazidime-Avibactam Anti-infective 

3 Idarucizumab. Dabigatran Reversal Agent 

4 Isavuconazole Anti-infective 

5 Blinatumomab Antineoplastic Immunotherapy 

1 New Technology Group 1 
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Figure 3. Selected Category III CPT Codes 


CPT/HCPCS 

Description, Long 

0058T 

CRYOPRESERVATION; REPRODUCTIVE TISSUE, OVARIAN 

0085T 

BREATH TEST FOR HEART TRANSPLANT REJECTION 

01 1 IT 

LONG-CHAIN (C20-22) OMEGA-3 FATTY ACIDS IN RED BLOOD CELL (RBC) MEMBRANES 

0208T 

PURE TONE AUDIOMETRY (THRESHOLD), AUTOMATED; AIR ONLY 

0209T 

PURE TONE AUDIOMETRY (THRESHOLD), AUTOMATED; AIR AND BONE 

0249T 

LIGATION, HEMORRHOIDAL VASCULAR BUNDLE(S), INCLUDING ULTRASOUND GUIDANCE 

0307T 

REMOVAL OF INTRACARDIAC ISCHEMIA MONITORING DEVICE 

0357T 

CRYOPRESERVATION; IMMATURE OOCYTE(S) 


Demonstration and Enrollment Programs 

TRICARE can expand benefits by expanding medical 
coverage (e.g., through demonstration programs like 
the Comprehensive Autism Care Demonstration) or by 
expanding enrollment qualifications (e.g., TRICARE 
Young Adult program stemming from the implementa- 
tion of the ACA). Both expansions require special coding 
designations in the claims processing. 

For example, the Comprehensive Autism Care Demon- 
stration (“Autism Care Demonstration”) combines 
all TRICARE-covered Applied Behavior Analysis 
(ABA) services under one demonstration and provides 
TRICARE reimbursement for ABA and related services 
to TRICARE eligible beneficiaries diagnosed with 
Autism Spectrum Disorder (ASD). 6 The purpose of the 
Autism Care Demonstration is to further analyze and 
evaluate the appropriateness of the ABA tiered-delivery 
model under TRICARE in light of current and anticipated 
Behavior Analyst Certification Board (BACB) Guide- 
lines. Currently, there are no established uniform ABA 
coverage standards in the United States. The Autism Care 
Demonstration seeks to establish appropriate provider 
qualifications for the proper diagnosis of ASD and the 
provisions of ABA, assess the feasibility and advisability 
of establishing a beneficiary cost-share for the treatment 
of ASD, and develop more efficient and appropriate means 
of increasing access and delivery of ABA services under 
TRICARE while creating a viable economic model and 
maintaining administrative simplicity. The overarching 


6 TRICARE Operations Manual 6010.56-M, February 1, 2008 (Chapter 18, 
Section 18) 


goal of this demonstration is to analyze, evaluate, and 
compare the quality, efficiency, convenience and cost 
effectiveness of those autism-related services that do 
not constitute proven medical care provided under the 
medical benefit coverage requirements that govern the 
TRICARE Basic Program. 

For the Autism Care Demonstration program, the ‘AS’ 
designation was added to the ‘Special Processing Code’ 
so that the claims for care provided under the umbrella of 
the demonstration could be paid. It is important to note 
that special processing codes are not limited to demon- 
strations. They can also indicate whether special rules 
were required for processing the claim. There can be up 
to three special processing codes on a given claim. 

When an entitlement or enrollment program is added 
to TRICARE, it obtains a designation under the HCDP 
code. For example, under the Affordable Care Act (AC A), 
if a plan covers children, then the sponsor can add or 
keep his/her children on the health insurance policy 
until they turn 26 years old. In order to align with the 
ACA, TRICARE created the TRICARE Young Adult 
plan allowing qualified adult children to purchase cover- 
age after their eligibility for regular TRICARE coverage 
ended at 21 years of age (23 if enrolled in college). 7 The 
HCDP codes 422-430 were added to reflect the specific 
TRICARE Young Adult entitlements (Figure 4). 


7 Additional information about the TRICARE Young Adult plan can be 
found at http://www.tricare.mil/tva/ . 
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Figure 4. Health Care Delivery Program Special Entitlement (HCDP) Codes for TRICARE Young Adult Plan 


HCDP 

Code 

HCDP Code Description 

422 

TRICARE Young Adult TRICARE Standard for Active Duty Family Members 

423 

TRICARE Young Adult TRICARE Standard for Retired and Medal of Honor Family Members 

424 

TRICARE Young Adult TRICARE Reserve Select 

425 

TRICARE Young Adult TRICARE Retired Reserve 

426 

TRICARE Young Adult TRICARE Prime for Active Duty Family Members 

427 

TRICARE Young Adult TRICARE Prime Remote for Active Duty Family Members 

428 

TRICARE Young Adult TRICARE Prime for Retired and Medal of Honor Family Members 

429 

TRICARE Young Adult TRICARE Overseas Program Prime for Active Duty Family Members 

430 

TRICARE Young Adult TRICARE Overseas Program Prime Remote for Active Duty Family Members 


TIPS AND TRICKS 

- THE MATCHES PATTERN OPERATOR IN M2 

This article provides an overview of the matches pattern 
operator in the M2 query panel, which allows the user to 
utilize wild card operators in query conditions. 

Wildcards are special characters that denote any single 
character or any number of characters. The wildcards 
in Business Objects are (underscore) for any single 
character and a ‘%’ (percent sign) for any number of 


characters. The advantage to using a wildcard is that it 
enables the user to search within a broader category. In 
the previous article, Section X ICD-10-PCS codes were 
outlined as codes used for new technologies. The matches 
pattern operator along with the ‘%’ wildcard can be used 
to generate a list of these codes in the TCD-10-PCS 
Procedure Codes and Backmaps’ subclass/folder in the 
‘Reference Tables’ class (Figure 5). Entering the query 
filter TCD-10 Procedure Matches pattern X%’ will return 
all ICD-10 procedure codes that begin with X, regardless 
of how many characters follow X. 


Figure 5 . Query Example for I CD- 1 0-PCS Section X Codes 



1 * Edit Query - InfoView Document 


afl Add Query & | E3 j 


ij Close 


Run Queries * 


AT 
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Another way to locate ICD-10-PCS Section X codes is to 
use the ICD-10-PCS Description, where the *%’ wildcard 
is placed before and after the term ‘NEW TECHNOL- 
OGY’, which allows this term to appear anywhere in the 
description (Figure 6). It is better practice to use codes 


instead of the descriptions, but when trying to locate diag- 
nosis or procedure codes, or even National Drug Codes 
(NDCs), it can be easier to start with a description search 
using a key word and working backwards to check poten- 
tial codes. 


Figure 6. Query Example for I CD- 1 0-PCS Section X Code Descriptions 


Data Properties 


1 


Result Objects 


T X X 


® SB System Production (MEPRS) 
fi) 'mj M2 Data Status 
S fir' Reference Tables 
IS ||Q APC Codes 
il (S APG Codes 
$ fig CPT/HCPCS Codes 
^ fig DMIS ID Table 
(S fig DRG Codes 

$ fig HIPAA Health Care Provider Taxonomy 
SB fiQ ICD-9-CM Diagnosis Codes 
& fig ICD-9-CM Procedure Codes 
SB fij ICD-10-CM Diagnosis Codes and Backmaps 
Q a? ICD-10-PCS Procedure Codes and Backmaps 

* FY 

* ffCTTiraffWWH 

* CCS ICD Proc Desc 
P CCS ICD Proc Single-Level 

* Description, Long 


ICD-10 Procedure 

CCS ICD Proc Desc 

CCS ICD Proc Single- Level 

Description, Long 

Description. Short 



i Query Filters 

FY In list „ 2016 fli 

Description, Long Matches pattern 


jipxx 


And 


%NEW TECHNOLOGY'S i = 


® Display by objects 
O Display by hierarchies 


While the ‘%’ wildcard allows the user to start a string 
with a particular character or, if surrounding a phrase 
(e.g., %LIPITOR%), search for a particular word within a 
string (such as a description or a drug name), an (under- 
score) wildcard allows the user to hold specific characters 
in place. For example, most same day surgeries are coded 
under MEPRS 4 Codes that start with ‘B’ and end with a 
‘5’ or a ‘7’. The *%’ wildcard (e.g. B%7) cannot be used 
because that would allow the ‘7’ to appear in the second, 


third, or fourth place, or any position following ‘B’. 
Instead, the wildcard can be used to keep positions 
two and three open and lock the ‘7’ in the fourth position 
by using two underscores: ‘B 7’ (Figure 7). 

Finally, wildcards offer the user much flexibility in creat- 
ing conditions; however, it is important to remember that 
they can only be used with the ‘matches pattern’ operator 
or a ‘No Data to Retrieve’ error will be generated when 
the query is run. 


Figure 7: Query Example for Matches Pattern - Underscore 


Query Filters 


And 



MEPRS4 Code Matches pattern „ B 7j 


K 
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KNOWLEDGE SOURCES 

- POPULATIONS AND HEALTHCARE SYSTEMS 
PERFORMANCE WEBINAR SERIES 

The MHS beneficiary population consists of diverse 
subpopulations, characterized by various demograph- 
ics, health profiles, and needs for treatment and services. 
BUMED is currently hosting a webinar series that treats 
identifying a population group as a starting point for 
choosing questions of value and worthy of examination, 
with respect to managing healthcare delivery. This frame- 
work can be used for examining a wide variety of issues, 
from legislative or policy changes, to locally imple- 
mented process improvements. Each monthly session will 
be presented twice, once on a Tuesday (10:00 Eastern) 
and once on a Thursday (17:00, 18:00, or 19:00 Eastern). 
Connect to the sessions using https://conference.apps. 
mil/webconf/FY 1 6PopulationsBasedAnalvtics . 

FY 2016 sessions in the Populations and Elealthcare 
Systems Performance series will include: 

• Introduction to Populations and Elealthcare Systems 
Performance - January 5 & 7, 2016 

• Shared Decision-Making and Elealthcare 
Consumerism - February 2 & 4, 2016 

• Methods for Economic Assessment of Elealth Care 
Interventions - March 1 & 3, 2016 

• Reducing Inappropriate Imaging in the Delivery of 
Health Care - April 5 & 7, 2016 

• Predicting MTF Choice in a Multi-Service Area - 
May 3 & 5, 2016 

• Reference Files Supporting MHS Drive-Time 
Analyses - June 7 & 9, 2016 

• TRICARE Prime Eligibility Change for Retiree 
Families - July 5 & 7, 2016 

• Risk Adjustment Models and Methods - 
August 2 & 4, 2016 

• Low Value Care - September 6 & 8, 2016 

Members of the group email lists “Healthcare Analytics 
Community” or “Healthcare Analytics Publication” will 
receive additional information and schedule updates as 
they become available. To become a member of either 
or both lists, please send a request to Robert Willis at 
robert.d.willis30.civ@mail.mil . 


IN THE NEXT ISSUE 


The next issue of Healthcare Analytics in Navy 
Medicine will focus on the concept of high reliabil- 
ity organizations (HROs). This issue will provide 
an overview of the guiding principles of HROs and 
discuss health care organizations who have made 
substantial progress toward high reliability. 


Editor: 

Robert D. Willis, 

Navy Bureau of Medicine and Surgery 


Managing Editor: 

C. Allison Russo, Dr.P.H. 


Presentation Designer: 

Liz Ritter 


Contributors: 

Marty Cohen, Bob Opsut, Ted Jaditz, 
Amie Brooks, Ann Fazzini, Elan Green, 
Veronika Badurova, Sarah Irie, 
Allison Russo 


This newsletter is produced and 
distributed by the Navy Bureau of 
Medicine and Surgery under delivery 
order #N00189-1 3-D-Z043-0003. This 
and other issues of the newsletters can 
be accessed at https://esportal.med. 
navv.mil/bumed/m8/m81/analytics2 . 


Healthcare Analytics in Navy Medicine / January-March 2016 


9 



